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Traumatic pseudoaneurysm with 30 years of evolution
Jesus Alvarez Garcia Jr, MD, Israel Leblic Ramirez, MD, Teresa Hernandez Cabrera, MD, and
Marta Gutierrez Nistal, MD, Madrid, SpainUpper limb pseudoaneurysms have a low prevalence (under 2%) due
to a lower number of iatrogenic complications caused by a lower fre-
quency of procedures and better vessel compressibility at this level. The
limited distension in the neuromuscular sheath and the disposition of
fascial andmuscular layers cause the hemorrhage to spread and predispose
to a compartment syndrome with early neurological involvement.1
Thepotential treatments are conventional surgery, implantationof endovas-
cular devices, and ultrasound-guided thrombin injection. The factors taken into
account when deciding treatment are the anatomy, the presence of compressive
signs on a nerve vascular level,2 and the presence of signs of infection.
The image shows a 49-year-oldmale patient, with hypertension as a cardio-
vascular risk factor, who suffered a sharp traumatism in the axillary area of his
upper left limb 30 years ago. This trauma caused a humeral head fracture that
required surgery via a lateral approach, in order to remove themetal piece andfix
the humerus. This was donewithout conducting an examination of the vascular
bundle, as the hemorrhage was stopped by applying pressure.
The patient visited the doctor due to paresthesia, edema, and a heavy
feeling that prevented him from resting at night during the last month.
Upon examination, the patient showed pulses at all levels, and a
pulsatile mass with thrill could be observed on the left axillary area. The
arteriography and computed tomography angiography scan conducted
(Cover; A and B) show a humeral arteriovenous fistula (arrows in Fig A
and Fig B) associated with a 6-cm  11-cm-sized axillary sac pseudoan-
eurysm and retrograde venous distention.
Given the compressive signs and the presence of an arteriovenous fistula,
thrombin injection was ruled out. At the same time, the inconsistency of
proximal and distal diameters did not allow the placement of a coated stent.
It was decided to conduct conventional surgery (C) through a direct axillary
approach. Resection of the pseudoaneurysm was conducted, with fistula
ligation and humerus-humeral bypass. A 6-mm to 4-mm expanded polytet-
rafluoroethylene prosthesis was used, as it was a very short graft, and it
allowed a better consistency in proximal and distal diameter.
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